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Racial Differences in the Mental Health 
Needs and Service Utilization of Youth 
in the Juvenile Justice System 
Purva Rawal, BA 
Jill Romansky, BS 
Michael Jenuwine, PhD, JD 
John S. Lyons, PhD 
Abstract 
Mental health placement rates by the juvenile justice system differ by race. However, it is unknown 
whether mental health needs differ by race. This study attempted toinvestigate potential differences 
in mental health needs and service utilization among Caucasian, African American, and Hispanic 
juvenile justice involved youth. A stratified random sample of 473 youth petitioned, adjudicated, 
and incarcerated from 1995-1996 was examined using a standard chart review protocol and the 
Childhood Severity of Psychiatric Illness measure for mental health needs. Significant and unique 
mental health needs were demonstrated for all racial groups. African American youth demonstrated 
the greatest level of needs. Minority status indicated significantly lower rates of mental health service 
utilization. Minority youth in the juvenile justice system are most at risk for underserved mental health 
needs. Based on the current data, it can be inferred that the first contact with the state's child and 
adolescent serving system, which includes the juvenile justice and mental health sectors, appears to 
be through the juvenile justice sector for many minority outh with delinquency problems. 
Introduction 
The juveni le crime rate has increased ramatically in the past 15 years, at rates estimated to be near 
22%. 1 Approximately 2 mil l ion youth are arrested in the United States each year and approximately 
100,000 are placed in juveni le detention and correction facil ities on each day. 2 However, juveni le 
cr ime is far f rom just a contemporary problem. Since the creation of  the first juveni le court in Il l inois 
in 1899, a rehabilitative approach has framed how we work with delinquent youth in the United 
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States. 3 As noted in the Surgeon General's report, effectively identifying and addressing mental 
health needs in this high-risk population is an important priority for rehabilitation. 4 
One of the most striking findings in recent years is the high rate and wide range of diagnosable 
mental illness within the male and female juvenile justice systems in various samples. 5-9 Approx- 
imately 20% of youth with histories of or current contact with the criminal justice system (eg, 
detention, probation) also meet diagnostic riteria for a diagnosable serious mental illness. 1° Chil- 
dren and adolescents with a diagnosable serious mental illness are youth up to the age of 18 years 
who at any time over the past year have had or currently have a diagnosable mental, emotional, or 
behavioral disorder of sufficient duration to meet he Diagnostic and Statistical Manual of Mental 
Disorders, Third Edition, Revised criteria for significant school, family, or community functional 
impairment. 11Some estimates suggest hat more than half of incarcerated youth have more than 
1 diagnosable mental illness.8 The severity of mental illness in juvenile justice samples has been 
found to be similar to that of youth in residential treatment, one of the most restrictive out-of-home 
placements for children and adolescents, and in inpatient psychiatric hospitals. 6A2'13 
The literature indicates a significant degree of overlap between the mental health and juvenile 
justice systems, as well as the notable impact of mental health needs on the development and mainte- 
nance of delinquent behaviorfl '4-9,14,I5 Mental health needs, defined in the current study asa general 
need for mental health intervention to address problematic symptoms and/or behaviors, are often 
displayed in inappropriate conduct among children and adolescents. Similarly, youth come to the 
attention of law enforcement officials and eventually the juvenile justice system because of their 
outward behaviors. Other authors have discussed the "mad" versus "bad" distinction, outlining dif- 
ferences between those offenders whose unlawful behavior can be attributed to mental abnormalities 
versus those whose illegal acts are the result of moral corruption. 16,17 It remains unclear what factors, 
such as the mental health characteristics of the youth, motivate a referral for mental health evaluation 
and services and what factors result in arrest and juvenile justice involvement. Thus, the precipitat- 
ing factors for entry into the mental health system versus the juvenile justice system remain largely 
unknown. 
Despite recent increased attention to youth with diagnosable mental illnesses within the juvenile 
justice system, there remains little epidemiological data on the prevalence of mental illness within 
minorities in this population. 18 However, there are statistics on the percentage ofminorities involved 
in the juvenile justice system. A report released by the US Department on Justice in 2000 stated that 
minorities comprise well over 20% of the overall juvenile justice system. More than 40% of arrests for 
violent crime and more than 25 % for property crime involve African American Youth.1 A 1999 report 
released by the National Center for Juvenile Justice stated that minority involvement in juvenile crime 
is projected to increase substantially from 1995 to 2015, with a 19% increase projected for African 
Americans compared to 3% for Caucasians. 19Given the substantial proportion of minorities and 
their projected increased involvement in the juvenile justice system, understanding the differential 
mental health needs and treatment experiences ofminority outh should impact prevention efforts, 
identification, assessment, and he development of culturally competent mental health treatments. 
Despite the significant rates of diagnosable mental illness within the juvenile justice system 
indicated in the literature, the probability of a given youth receiving a mental health placement 
(ie, community-based and institutional mental health interventions, such as outpatient or residential 
treatments) i  estimated to be approximately 4%, as demonstrated in a sample of 33,423 youth with 
contact with the juvenile courts between July 1, 1992, and June 30, 1994, in an East Coast state. 2° 
The same sample yielded strong evidence indicating differential use of mental health placements 
depending on race and gender. Herz found that Caucasian females are as many as 8 times more likely 
to receive mental health placements than are African American males and 2.5 times more likely 
than are African American females and Caucasian males. 2° Other evidence in the literature suggests 
that minority youth, including African Americans, Hispanics, and Asian Americans, are currently 
"underserved and/or inappropriately" served by the mental health and juvenile justice systems. 18 
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Thus, several studies uggest that race may be one factor influencing mental health placement 
in juvenile justice or that minority youth may be less likely to receive mental health placements. 
It could also be the case that minority youth have differential mental health needs. However, the 
mental health needs of minority outh in the juvenile justice system are not well documented. 7'21 
The literature provides conflicting information. There is some indication that African American youth 
are more likely to experience psychological distress due to increased risks for violence in their home 
and neighborhood environments. 21,22 Other studies have found no significant differences in mental 
health needs by race. 23 However, these studies are often school based and do not comprise youth 
involved in the juvenile justice sector, specifically minorities, making it difficult o make conclusions 
about he level of mental health needs in minorities engaging in criminal behavior. 
This study examines mental health needs among Caucasian, African American, and Hispanic youth 
in the juvenile justice system. The present study addresses the following 2 questions: are there identi- 
fiable and unique mental health needs for African American, Caucasian, and Hispanic youth involved 
in the juvenile justice system; and do juvenile justice involved youth of different races have different 
patterns of mental health services utilization? To address these questions, a stratified random sample 
of youth in the juvenile justice system was divided by race and then compared on various dimen- 
sions of symptoms, risk behaviors, functioning, comorbidity, caregiver capacity, utilization of mental 
health services, and demographic factors that have been shown to be different across racial categories. 
Methods 
A stratified random sample study design was used to ensure arepresentative juvenile justice sample 
of the state. Three counties were selected to represent urban, suburban, and rural areas of Illinois' juve- 
nile justice system. Data were collected from these counties between 1995 and 1996, when the Illinois 
Juvenile Justice Commission authorized a study examining the mental health needs of juveniles. 
Trained research assistants and one of the authors (J.S.L.) collected ata. Identical assessment 
procedures were carded out at each site. Clinical data were gathered from case records using the 
Childhood Severity of Psychiatric Illness (CSPI) Scale, a reliable and well-validated instrument that 
assesses the mental health needs of children and adolescents on a variety of dimensions, including 
symptoms, risk behaviors, functioning, comorbidity, caregiver capacity, and multisystem needs. 24-28 
Reliability following training has been reported to exceed 0.80 in other retrospective file review 
studies. 24'25 Audit reliability (comparison of prospectively completed CSPIs to those completed on 
the same children retrospectively) is above 0.70. 27 Concurrent validity has been demonstrated through 
correlational comparisons with the Child and Adolescent Functional Assessment Scale (CAFAS) and 
the Child Behavior Checklist. 24 Predictive validity has been demonstrated through the relationship 
of CPSI profiles to level of care decision making. 24,25,28 Thus, the CSPI has been used extensively in
child and adolescent serving agencies and demonstrated to be accurate and informative in assessing 
clinical status and needs of youth using retrospective file review methods. 25,26 
The CSPI uses a 4-point anchor scale for each item (eg, emotional disturbance, danger to self, 
intellectual functioning, adjustment problems): 0 indicates no problem or history of problem; 1, mild 
problem of history or problem; 2, moderate problem; and 3, severe problem. Mental health needs 
in this study are defined based on CSPI dimension ratings. An example of one CSPI dimension is 
provided in Table 1. 
In the current study, the CSPI was completed based on juvenile court and case records rated at 
the youth's most recent entry into the juvenile justice system. Reliability of the CSPI ratings among 
raters was 0.81. In addition to the CSPI, demographic, social, and service history data were collected 
from the juvenile court records and case records, using a standard research protocol. All reviewers 
were trained to a reliability of 0.80 and reliability was monitored using selected cases throughout 
the study. The average reliability of selected cases was 0.87. 
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Sample characteristics 
A total of 473 petitioned, adjudicated, and incarcerated cases were reviewed. The sample size 
of 450 was targeted and oversampling was used in case some sampled case records could not be 
located. A sample of 450 allowed for a confidence interval of =t=4% for most estimates.The mean 
age of the sample was 15.2 years (SD = 1.5; range = 8.3-18.0). The majority of the sample was 
male, with 83.3% (n = 394) males and 16.1% (n= 76) females. The sex for 0.6% (n = 3) of the 
cases was unspecified,The sample was racially diverse, with 34.2% being African American (n = 
162), 29.8% Caucasian (n = 141), 14.2% Hispanic (n = 67), 3.0% Native American (n = 14), 2.7% 
Asian or "other" (n : 13), and 18.8% (n = 89) for whom the race was unspecified. Because of 
the low numbers of Native American and Asian or "other" youth, any statistical conclusions based 
on these categories were deemed unreliable; thus, only African American, Caucasian, and Hispanic 
youth were included in the sample, which totaled 370 cases. The mean age of the final sample was 
15.2 years (SD = 1.5; range = 8.3-18.0). The mean age in the sample indicates an older adolescent 
sample; thus, the terms youth and adolescent refer to older adolescents. The majority of the final 
sample was also male, with 82.7% males (n = 306), 16.8% females (n = 62), and 0.5% of cases 
unspecified (n = 2). The final sample comprised 38.1% Caucasian youth (n = 141), 43.8% African 
American youth (n = 162), and 18.1% Hispanic youth (n = 67). 
Statistical methods 
The Statistical Package for the Social Sciences (SPSS) version 10.1 was used to analyze all 
data. The primary method of analyses was 1-way analysis of variance (ANOVA) with post hoc 
Bonferroni tests to reduce the likelihood of a Type I error for detecting racial differences insymptoms, 
functioning, comorbidities, and caregiver capacity. Chi-square tests were also conducted to detect 
demographic and mental health treatment history differences among the 3 racial groups. 
Results 
Demographic comparisons 
Demographic comparisons among the 3 groups are shown in Table 2. Sex of subject was sig- 
nificantly different across groups, with Caucasian youth having the highest percentage of females, 
followed by African American youth, and then Hispanic youth. 
Hispanic and Caucasian youth were more likely than African American youth to have been in 
custody of at least one biological parent at the time of judicial petition. African American youth were 
more likely than the other 2 groups to have been in custody of other relatives at the time of petition. 
While biological mothers were present in the household at the time of petition in the majority of 
cases, biological fathers were present in the household in less than half of the cases. Hispanic youth 
were most likely to have had a biological mother or a father living in the household, followed by 
Caucasian youth, and then African American youth. 
The percentage of African American youth with prior physical abuse, sexual abuse, or neglect 
histories was twice as high as that of Caucasian and Hispanic youth. Caucasian youth were more likely 
to have evidenced moderate-to-severe alcohol abuse problems and to have been in prior outpatient 
substance abuse treatment, followed by African American, and then Hispanic youth. The 3 groups 
did not significantly differ with regard to drug abuse problems. 
Mental health needs 
Results of the ANOVA and post hoc analyses can be seen in Table 3. 
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Tab le  2 
Comparison of African American, Caucasian, and Hispanic samples on demographic 
characteristics* 
% 
African 
Characteristics American Caucasian Hispanic n X 2 
Sex 
Male 85 78 91 368 5.98 t
Case type NS 
Detention admission 56 50 55 
Probation referral 41 47 45 
Secure placement IDOC 3 3 0 
Treatment facility 0 1 0 
Custody 353 16.31 t 
Parents 81 93 94 
Relatives 12 2 3 
Adoptive parents 1 1 0 
Foste r parents 1 0 0 
DCFS 5 5 3 
Biological mother in home 71 85 91 362 15.47 ~ 
Biological father in home 17 31 43 362 18.87 ¢
Prior abuse/neglect 23 12 10 339 8.28 t
Alcohol abuse 19 33 15 370 12.56§ 
Drug abuse 36 37 30 NS 
Prior outpatient substance 3 10 0 370 13.25§ 
abuse treatment 
Prior inpatient substance 1 4 0 NS 
abuse treatment 
Prior outpatient mental 10 11 10 NS 
health treatment 
Prior inpatient mental 9 9 3 NS 
health treatment 
Prior RTC 1 1 0 NS 
*IDOC indicates Illinois Department of Corrections; DCFS, Department of Children and Family Services; and 
RTC, residential treatment center. 
t p < .05. 
~P < .001. 
§P < .01. 
Symptoms 
The Hispanic subgroup displayed significantly less emotional disturbance than did both the African 
American and Caucasian subgroups. The Caucasian subgroup was rated as ignificantly lower than 
the Hispanic subgroup on conduct behavior and significantly lower than the African American 
subgroup on oppositional behavior. The 3 subgroups did not significantly differ with regard to the 
other CSPI symptoms indices, on the basis of total CSPI symptoms. 
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Table 3 
Comparison of African American, Caucasian, and Hispanic sample means on CSPI indices* 
CSPI index African American Caucasian Hispanic F 
Neuropsychiatric 0.0062 0.0213 0.00 1.249 
Emotional 0.52 a 0.53 a'b 0.25 c 3,942 t 
Conduct disorder 1.67 1.48 a 1.85 b 6.345* 
Oppositional behavior 1.40 a 1.13 b 1.28 4.329 t 
Impulsivity 1.09 1.01 1.28 2.675 
Contextual consistency 1.51 1.21 1.21 2.454 
Total symptoms 4.9691 4.3617 4.806 2.290 
Suicide risk 0.0432 a 0.13 b 0.0299 3.773 t
Danger to others 1.31 1.21 1.45 1.40 
Elopement risk 0.23 0.35 0.13 2.417 
Crime delinquency 2.20 a'c 1.80 b 2.45 c 18.285§ 
Sexual aggression 0.0802 0.13 0.0746 0.472 
Total risk behaviors 1.6667 1.8227 1.6866 0.494 
School impairment 1.81 1.56 1.69 1.816 
Family impairment 1.17 a,b 0.95 b 0.48 c 13.556§ 
Peer impairment 1.75 a'c 1.16 b 1.90 c 14.635§ 
Total functioning 4.7284 a 3.6667 b 4.0597 6.910' 
Adjustment to trauma 0.29 0.18 0.13 2.352 
Medical status 0.16 0.0851 0.0746 1.760 
Substance abuse problems 0.73 0.86 0.67 1.278 
Severity of abuse 0.25 0.24 0.0896 2.263 
Sexual development 0.21 0.23 0.10 0.939 
Learning disability 0.48 0.31 0.30 2.895 
Total comorbidities 2.1235 a 1.9149 1.3731 b 3.430 t 
Caregiver supervision 1.07 0.86 0.90 1.869 
Caregiver motivation 0.54 a 0.44 0.18 b 5.239' 
Caregiver knowledge 0.59 a'b 0.59 b 0.28 c 4.638 t 
Placement safety 0.43 a 0.23 b 0.30 3.519 t 
Total caregiver problems 2.6235 a 2.1206 1.6567 b 3.470 t 
Multisystem needs 0.75 a,c 0.55 b 0.84 c 7.250~ 
Total CSPI 20.5679 a 17.4397 b 18.0746 4.167 t 
*Post hoc comparisons are indicated by superscripts a, b, and c. 
tp < .05. 
~P < .01. 
§P < .001. 
Risk factors 
The Caucasian subgroup resented significantly greater risk of suicide than did the African Ameri- 
can subgroup. Although there were no significant differences in the crime/delinquency index between 
the African American and Hispanic youth, the Caucasian subgroup was rated as significantly lower 
than the other 2 groups on severity of crime/delinquency. The 3 did not significantly differ with 
regard to the other CSPI risk behaviors indices, on the basis of total CSPI risk behaviors. 
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Functioning 
The African American and Caucasian subgroups were not significantly different from one another 
on the index of family dysfunction, although the Hispanic youth evidenced significantly less family 
dysfunction than did the other 2 subgroups. The African American and Hispanic subgroups did not 
significantly differ on peer dysfunction, although the Caucasian youth demonstrated significantly 
less peer dysfunction than did the other 2 subgroups. The 3 did not differ significantly with regard to 
school dysfunction. The Caucasian youth were rated as having significantly lower total dysfunction 
than did the African American youth. 
Comorbidities 
The 3 subgroups did not significantly differ on specific measures of comorbidity, although the 
African American youth were significantly higher than the Hispanic youth on the total comorbidities 
index. 
Caregiver characteristics 
The caregivers of the African American subgroup demonstrated significantly less motivation to 
care for their youth than did the caregivers of the Hispanic subgroup and significantly less placement 
safety than did the caregivers of the Caucasian youth. In addition, the caregivers of the African 
American and Caucasian subgroups exhibited significantly less knowledge of the youth under their 
care than did the caregivers of the Hispanic subgroup. The African American subgroup was rated as 
having a greater severity of total caregiver characteristics a  compared with the Hispanic subgroup. 
Finally, both the African American and Hispanic subgroups evidenced greater multisystem needs 
than did the Caucasian subgroup. 
Service utilization 
Mental health treatment history includes inpatient and outpatient substance abuse and mental 
health treatment, along with residential treatment. Because of the low incidence of inpatient mental 
health and residential treatment episodes, as well as the low incidence of substance abuse treatment 
overall and particularly for minority outh, the treatment variables were collapsed into the following 
categories: prior mental health or substance abuse treatment, current mental health or substance 
abuse treatment, and either current or prior mental health or substance abuse treatment. 
See Table 4 for racial differences in service utilization, which were examined using prior and 
current treatment information. Caucasian youth had higher ates of prior, current, and overall mental 
Table 4 
Comparison of African American, Caucasian, and Hispanic youth on mental health 
services utilization 
% 
African 
Characteristics American Caucasian Hispanic X 2 
Prior treatment history 25.5 41.1 13.4 340 17.7" 
Currently in treatment 20.9 41.9 13.4 339 23.0* 
Ever in treatment 36.5 58.9 19.4 339 30.5* 
*P <0.05. 
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health treatment histories than did African American and Hispanic youth. Hispanic youth had the 
lowest rate of prior, current, and overall mental health service utilization, as compared with African 
American and Caucasian youth. 
Discussion 
Given the significant level of mental health needs and low prior service utilization, particularly 
among minority outh in the sample, it can be inferred that the juvenile justice system may be one 
of the first contacts with e state child and adolescent service system (ie, the juvenile justice and 
mental health sectors) for many of these youth. Results from the present study indicate identifiable 
and addressable mental health needs for youth in the juvenile justice system, thus supporting previous 
findings that youth involved in the juvenile justice system exhibit high rates and a wide range of 
diagnosable mental health illnesses. 2,5-9 
While mental health needs were apparent across the sample, differences inthe types and severity of 
needs depending on race were evident. Caucasian youth were used as the reference group in this study 
because they were th majority racial group and this allowed for comparisons regarding potential 
racial differences. Overall, African American youth displayed the highest level of mental health 
needs compared to Caucasian and Hispanic youth. Furthermore, African American youth appear to 
be especially underserved, given their high rates of symptoms, functioning, andcomorbidity needs 
and low rates of prior and current mental health service use. Despite having lower rates of overall 
need compared to African American youth, Caucasian youth had the highest rate of current and prior 
mental health service utilization, and Hispanic youth received the least amount of current and prior 
mental health treatment despite having considerable mental health needs. 
In this sample, less African American youth were under parental custody compared to their 
Caucasian and Hispanic ounterparts, had fewer biological parents residing in the home, experienced 
substantially higher rates of abuse and/or neglect, had lower levels of family, peer, and overall 
functioning, and had higher ates of caregiver problems on relevant CSPI dimensions. They also had 
the highest otal CSPI score, indicating multiple needs. The high rates of neglect and abuse in this 
sample of juvenile justice involved in African American youth, as well as separation from family, 
are likely predisposing factors for depression, aggression, substance abuse among other problems. 29 
It should be noted that the subsample of Hispanic youth was smaller than that of the other 2 racial 
groups in this sample; therefore, interpretations of data are presented tentatively. In this sample, 
Hispanic youth were more likely than African American youth to have been under parental cus- 
tody and more likely than both African American and Caucasian youth to have lived in the same 
household with a biological parent at the time of judicial petition. Mean ratings on System Factors 
CSPI variables indicate that, overall, caregivers of Hispanic youth were motivated for change and 
were generally knowledgeable about heir children's psychological strengths and weaknesses. 24 This 
caregiver capacity and involvement may reflect the particular importance and explicit role of family 
(ie, familismo) in Hispanic or Latino culture. 3°'31 In terms of the clinical needs of this sample, His- 
panic youth were least likely to have evidenced alcohol abuse problems or emotional disturbance. 
Perhaps the family strengths addressed above serve asprotective factors against such psychological 
distress. 32 
However, Hispanic youth in the sample displayed significantly more severe symptoms of con- 
duct disorder and criminal delinquent behavior than did Caucasian youth, but had similar rates as 
did African American youth. Studies have documented a higher prevalence of disruptive behavior 
disorders among youth from minority groups, as compared to Caucasian youth. 33 Such externaliz- 
ing traits--antisocial behaviors, impulsivity, and oppositionality--likely lead to involvement in the 
juvenile justice system rather than the mental health service system. However, these symptoms still 
necessitate intervention. Capitalizing o  the caregiver capacity to address the behavioral needs of 
Hispanic youth might represent a culturally competent intervention strategy. 
250 The Journal of Behavioral Health Services & Research 31:3 July/September 2004 
In this sample, Caucasian youth evidenced the highest rate of alcohol abuse problems and prior 
outpatient substance abuse tr atment, as well as significantly greater suicide risk than did African 
American youth. Studies have documented a greater prevalence of substance abuse problems among 
Caucasian adults as compared with other racial groups. 34'35 However, research to understand racial 
differences in substance abuse problems in adolescents must be conducted to support hese find- 
ings, given the limited generalizability in extrapolating adult findings to adolescent literature. Pre- 
vious research has also indicated an elevated risk of suicide for Caucasian versus African American 
youth. 36 
A number of hypotheses have been offered to explain the lower rate of mental health service 
utilization for African American youth. Studies have robustly demonstrated that African American 
adults are less likely to use mental health services. 37"38 Evidence suggests that mental i lness may carry 
a greater stigma among ethnic minority and lower-income populations. 39-41 In addition, evidence 
suggests that African Americans are more likely to endorse supernatural or religious causes of mental 
illness as compared to other ethnic groups. 39 Reasons for low utilization of mental health services 
for African American youth are less clear, although evidence suggests that adolescents, overall, are 
disinclined to seek help even after recognizing problems they are experiencing. 42 Minority youth 
may be even less likely to seek mental health services because of cultural differences inacceptance of
mental health treatment, although little is known specifically about cultural attitudes in adolescents 
since culture is often confounded with other variables uch as socioeconomic status. 42 
Lower rates of service utilization may also be due to a lack of access to services and no insurance 
coverage or poor insurance coverage compared to that for Caucasian counterparts. 21 Poverty and low 
income, which is of a high incidence in African American communities, also have been linked to an 
increased likelihood of having a diagnosable childhood or adolescent mental illness. 43 Lastly, there 
may be racial bias in the system. There is evidence for stereotypes in the juvenile justice system, 
including findings that African American youth are viewed as more responsible for their criminal 
offending than are Caucasian youth. 44 The difference between perceiving the actions of a youth as 
criminal (bad) rather than symptomatic of emotional difficulties (mad) may be determined in part 
by race.16'lT'44African American youth may be more likely to be viewed as conduct disordered and 
delinquent rather than as emotionally disturbed, whereas Caucasian youth may be more likely to be 
viewed as having a mental illness. 
Hispanic youth in this sample had the lowest rate of mental health service utilization. Like African 
American youth, Hispanic youth likely encounter barriers in access to services. Latinos have been 
shown to have the lowest rate of health insurance coverage, impacted by low socioeconomic status 
and a high rate of immigration. 45A study of referrals to mental health services in the juvenile justice 
system found that being Latino was associated with not receiving amental health referral; the authors 
cited evidence indicating that Latino parents may be more hesitant o seek mental health services 
for their children than are Caucasian parents. 46,47 This could be due in part to negative views about 
mental illness and fear of stigma, as well as cultural beliefs about he causes of and proper means of 
treating mental i lness. 41,48 Furthermore, Hispanic or Latino caregivers and youth may seek assistance 
in dealing with psychological distress from family members or nonmental health specialists, like 
physicians and ministers/priests, rather than mental health professionals. 3°,31 
While minority youth in this sample evidenced lower mental health service utilization than did 
Caucasian youth, we cannot conclude that the mental health needs of Caucasian youth are being 
adequately served. Although the Caucasian youth demonstrated significantly higher functioning 
than did African American youth, significant differences in overall comorbidity and caregiver needs 
were not established. Furthermore, given thehigh rate of psychiatric symptoms and substance abuse 
among the Caucasian youth, as well as the seemingly low rates of prior treatment history and the 
historical lack of mental health services for all juvenile justice-involved youth, Caucasian youth are 
probably underserved as well. Therefore, all youth, regardless of race, probably have underserved 
mental health needs. 
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The present study had several limitations. The data were collected retrospectively, which may 
have resulted in chart biases and missing information, compromising the reliability of data collected. 
To counteract this limitation, a stratified random sample representative of the state juvenile justice 
system was used and tentative conclusions were offered. In addition, the significant level of mental 
health needs in this sample is comparable to the level of mental health needs found in interview- 
based studies, in which over two thirds of males and three quarters of females in detention were 
found to have adiagnosable mental illness; this suggests that the current retrospective methodology 
yielded meaningful information similar to that found in prospective designs. 49 However, the current 
study included youth outside of detention and had a broader definition of mental health needs 
that was not only related to a diagnosis, but also to the need for monitoring and intervention on 
symptom, risk behavior, functioning, comorbidity, andcaregiver capacity and multisystem need 
dimensions. The analyses were conducted only by race and not also by geographic region for a 
number of reasons. First, the overall purpose of the study was to make conclusions based on a 
statewide sample. Second, although demographic differences exist between counties, the juvenile 
justice system operates consistently across the state. Third, there were concerns about sample size 
considerations and a loss of power if the sample was further broken up by region. Geographic 
analyses were not planned at the outset of the study; however, these analyses may be possible in an 
ongoing prospective data collection project. Furthermore, race and geography are difficult o tease out 
given that they may be correlated. Thus, with the current data, the focus remained on understanding 
statewide racial differences and analyses. 
Although the overall sample was relatively large, the number of Hispanic youth (n = 67) was 
smaller than that of the other 2 racial categories, reflecting another limitation; therefore, conclusive 
statements about Hispanic youth cannot be made. The sample was overwhelmingly predominantly 
male as well, which limits the generalizability of the current study results to females; thus, future 
studies may want to oversample f males in order to make conclusions about heir specific mental 
health needs. In addition, the larger issue of developing a focus specifically for females in the juvenile 
justice system should be a priority for the research community. 
Other significant limitations concern the exclusion of other ethnic/racial groups in the sample (eg, 
Native American, Asian American) and the use of broad ethnic/racial categories. The current study 
did not investigate within-group differences for the racial subgroups, which might be as or more 
relevant than differences found across global racial categories, particularly in more diverse urban 
settings. As such, future research must recognize and explore acial/ethnic variation within broader 
groups. 
An additional limitation involved the collapsing together of substance abuse and mental health 
services in examining mental health services utilization. Doing so precludes the opportunity o make 
inferences about he differential use of mental health and substance abuse services between racial 
groups. However, this was done because of the low incidence of substance abuse treatment and 
also to increase the likelihood that any mental health or substance problem was addressed. Given 
the available data, analyses linking case types and other descriptors of juvenile justice history and 
mental health needs are not presented. Analyses of this kind would be helpful in further under- 
standing specific differences in mental health needs between groups and also identifying points 
of intervention for service system failures. Such analyses are currently being conducted with a 
prospectively collected large statewide juvenile justice data set to address these issues. Data related 
to demographic variables, such as health insurance coverage and poverty, were generally discussed 
because the limitations of the study and its retrospective nature prevented collection of more spe- 
cific information on many of these variables. Finally, this study does not address duration, quality, 
acceptance, or outcomes of mental health services. Service types (eg, residential, inpatient treat- 
ment) were combined because numbers of youth receiving the services were too small to make 
service type comparisons by race; thus, information on the differential use of services cannot be 
attained. 
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Imp l i ca t ions  for  Behav iora l  Hea l th  Serv ices  
Despite these limitations, this study indicates that there is an underutilization of services for 
juvenile justice youth with clear mental health needs. This study also identifies that differential mental 
health needs exist for racial groups represented in the juvenile justice system. Future research should 
continue to assess the nature of these needs and the availability of effective and culturally competent 
treatments to serve these needs. The types of mental health services warrant further investigation, 
as juvenile justice outcomes can be linked to the prevention of juvenile justice involvement and the 
return to the juvenile and adult criminal systems. Ultimately, outcomes data from multiple child 
serving systems, including mental health and juvenile justice, should be collected to determine 
whether these youth can be successfully identified and served in the community prior to their contact 
with the juvenile justice system. 
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